5 years ago pt developed complaints of gradually progressive pain is left leg which started from ankle and progressed to calf. He also had complaint of intermittent claudication. Pain was relieved after taking rest for some time. This was accompanied by blackish discolouration of left lower limb. It was diagnosed as a case of Gangrene with Septicaemia and subsequently left leg was amputated below knee.
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3 years ago, He was admitted again with complaints of hard lumps in lateral aspect of Rt leg suggests of palpable purpura. This was also accompaid with ulceration and fever the lesions involved distal 2/3 rd Rt leg. 1 year back he developed complaint of blurred vision and ocular dryness with irritative symptoms. For this he was evaluated and diagnosed as caseof pterygium and Keratoconjunctivitis sicca.
Presently patient presented with pain in chest radiating to left arm since 1 day. ECG of patient showed ST elevation of > 2mm is left leads with positive, Trop T and elevated CPK-MB enzyme levels. He was diagnosed as a caseof anterior wall MI and was treated accordingly.Also he has c/o subcutaneous Oedema and localised loss of pigmentation with dilatation of capillary loops is Rt lower leg. This is accompanied with shallow ulcer irregular margins and minimal pain. Indicating vanous ulceration.
He also has h/o smoking (40 pack years) and has stopped smoking since 4 years. He is occasional alcoholic. 
II. Laboratory Tests

III. Summary & Discussion
RA is a relatively common chronic inflammatory auto-immune disease that effect men 2 women of all ages. It more commonly effects women (men : women:: 1 : 3).SRV is a rare complication of R.A. Nowa days due to effective long term therapy which is available (DMARDS). The possibility of its occurrence should always be suspected if R.A. is associated with multisystem involvement notably the neuropathies and vasculitis. It requires a high degree of clinical suspicion.
Despite of reduced incidence the clinical course of the disease is unchanged and is usually associated with high rate of morbidity and mortality.Incidence of Rheumatoid Vasculities is more common in certain groups eg. Seropositive individuals, smoking, long disease duration age, male pre-pondrance and severity of the disease.
The physiology behind Rheumatoid Vasculities in still not completely understood but. It involves activation of complement cascade, immune-indicated inflammatory tissue iujury. Histologically it involves small medium sized vessels. The lesions involve entire length of the wall. There occurs perivascular fibrinoid necrosis and / OR leucocytoclasia. It may be associated with disruption of vascular structures and formation of intramural thrombi leading to impairment of local blood perfusion which may cause gangrene formation as happened with our case.
The clinical picture is based on symptoms of RA (eg Joint Pain, Early many stiffness, Rheumatoid nodules, Joint erosions), with or without fever;Skin involvement (80%) which may be inform of superficial or deep skin ulcer, Gangrene, Petechiae or Purpura, necrotising lesions; Eye involvement as Episcleritis, Kerataconjunctivitis sicca;Involvement of peripheral nervous system in form of symmetrical distal sensory neuropathy lesions andmononeuritis multiplex. Other systems like lungs, Kidneys, GIT may be involved. If not recognised promptly & treated it can lead to progressive organ dysfunction and fatal outcome.
SRV is defined using the Scott & Bacon criterion i.e. Presence of one of the following features in a pt with RA : Mononeuntis multiplex, peripheral Gangrene. Acute necrotizing arteritis or deep cutaneous ulcers.
Other causes of such lesions must be ruled out.
There is no established treatment protocol for SRV in mild cases prednisolone combined with methotrexate is used. In more severe cases, corticosteroides and cyclophosphamide have been used more effectively. Biological eg Infliximab and Rituximab have been used effectively especially in cases of refractory disease.
